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 This visit was for the Investigation of Complaint 

IN00088746.

Complaint IN00088746 - Unsubstantiated due to 

lack of evidence.

Survey date: May 4, 2011

Facility number: 012225

Provider number: 155780

AIM number: No medicaid number listed on 

complaint intake report. The facility was certified 

July, 2010.

Survey team:

Diane Dierks RN

Census bed type:

SNF: 20

SNF/NF: 41

Total: 61

Census payor type:

Medicare: 25

Medicaid: 19

Other: 17

Total: 61

Sample: 5

Madison Health Care Center, LLC was found to 

be in compliance with 42 CFR Part 483, Subpart 

B and 410 IAC 16.2 in regard to the Investigation 

of Complaint IN00088746.

Quality review completed 5-5-11

Cathy Emswiller RN
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